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National Diabetes Awareness 
Month — November 2006 


In 2005, an estimated 20.8 million persons in the United 
States (approximately 7% of the population) had diabetes; 
however, only 14.6 million of these persons had received a 
diagnosis for their disease (/). According to current projec- 
tions, by 2050, approximately 48 million persons in the 
United States will have diabetes diagnosed, nearly 9 million 
more persons than previously estimated for 2050 (2). In 2002, 
approximately 54 million adults in the United States had 
prediabetes (i.e., blood glucose levels higher than normal but 
not high enough to be classified as diabetes) (/). Obesity is a 
major factor, although not the sole factor, in the increased 
rate of newly diagnosed cases of diabetes. Lifestyle changes 
such as moderate weight loss and exercise can prevent or 
delay onset of type 2 diabetes among adults at high risk (3). 
Information on how to prevent and control diabetes is avail- 
able at http://www.ndep.nih.gov/diabetes/diabetes.htm and 
http://www.cdc.gov/diabetes/ndep/index.htm. 

November is National Diabetes Awareness Month. 
Throughout the month, MMWR will publish reports on 
diabetes and its complications in specific populations. This 
week's issue describes the first nationally representative 
study to estimate the proportion of U.S. adults with dia- 
betes who have correctable visual impairments. 
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Correctable Visual Impairment 
Among Persons with Diabetes — 
United States, 1999-2004 


Persons with diabetes are more likely to be visually impaired 
than persons without the disease (/). In 2005, CDC estimated 
that 14.6 million persons in the United States had diagnosed 


> 


diabetes and an additional 6.2 million had undiagnosed dia- 


betes (2). Despite the importance of detecting and treating 
vision problems caused by refractive errors (i.e., correctable 
visual impairment [CVI]), a limited number of studies have 
attempted to determine the proportion of persons with dia- 
betes whose poor vision could be corrected with accurately 
prescribed glasses or contact lenses. To estimate that propor- 
tion, CDC analyzed 1999-2004 data from the National 
Health and Nutrition Examination Survey (NHANES). This 
report describes the results of that analysis, which indicated 
that among U.S. adults aged >20 years with diabetes,* 11.0% 
had visual impairment (i.e., presenting visual acuity worse than 


20/40 in their better-seeing eye while wearing glasses or con- 


Plas 
5.5% of these 


tact lenses, if applicable) and approximately 6 
cases of visual impairment were correctable. Health-care pro- 
viders and persons with diabetes should be more aware that 
poor vision often is correctable and that visual corrections can 
reduce the risk for injury and improve the quality of life for 


persons with diabetes. 





* Excludes persons with diabetes who were completely blin« 


both eves, or with a severe infection in one or both eye 
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NHANES is an ongoing series of cross-sectional surveys on 


health and nutrition designed to be nationally representative 


of the noninstitutionalized, U.S. civilian population by using 


a complex, multistage probability design. All NHANES sur 
veys include a household interview followed by a detailed 
physical examination. For the 1999-2000, 2001-2002, and 
2003-2004 surveys, participants also were asked questions 
regarding vision function, and the physical examination 
included a vision examination in which visual acuity was mea 
sured before and after an objective autorefraction test (optical 
correction measured by an autorefractor). In this study, visual 
acuity before correction was defined as distance visual acuity 
with whatever form of current correction (e.g., glasses or con 
tact lenses) the participant might have worn at the time of 
examination. Visual acuity after correction was defined as po 


tential visual acuity as assessed by an objective autorefractior 
test. Only those participants whose visual acuity before correc 
tion was worse than 20/30 were administered the autorefraction 


test. Diabetes was defined as a self-reported previous diagnosis 


of the disease. In the NHANES surveys conducted during 
1999-2004, the combined household interview response 
was approximately 82%, and the medical examination 1 
rate was 77%. Of 15,332 adults 
cluded because of lack of diabetes information or | 
diabetes was diagnosed only during pregnancy \nothe 
adults for whom visual acuit re correction 
missing were excluded from the 

For this analysis, 1,237 adul 


reported diabetes were divid 


their visual acuity in the bett 

optical correction): 1) norm 

ter; 2) mild impairment: visual 

worse than 20/40; and 3 

20/200 or worse 

proportion of adults with 

correction who were found 

visual acuity after correction 

make estimates representa 

noninstitutionalized population 

by age group (20-64 vears 

and race/ethnicity (non-Hispanic 

Mexican American, and othe 
Overall, the prevalence of CVI 

20 years with diabetes was 7.2 

proper prescription for glasses or contact lenses would 

restored normal visual acuity to 65.5% of visually 

adults with diabetes (Table). The results indicated 

(95% CI [confidence interval 


with diabetes had mild visual 
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TABLE. Prevalence of correctable visual impairment (VI) among adults aged >20 years with diabetes, by selected characteristics — 
United States, 1999-2004 





No. in VI before correction’ VI after correction’ Correctable VIS Proportion correctable 
Characteristic sample % (95% Cl)" % (95% Cl) % (95% Cl) :, (95% Cl) 


Total (unadjusted) 1,237 11.0 (9.3-13.1) 3.8 (2.9—5.1) 7.2 (5.5-9.4) 65.5 (54.7—74.9) 
Age (unadjusted) (yrs) 


20-64 











Age-adjustedtt 
Sex 


Mer 


Race/Ethnicity§$§ 


LAs} ‘ j 
Ihite non-Hisr 





severe visual irment re vareness and public alth intervention in reducing 
, , ; a or ’ 1] 
S had mild impairment, and |. the prev ice of CVI especially among persons with diabe 


vere impairment after correction. Approxi However, although simple eye examinations and the pro 


ts with diabetes who had severe visua vision of prescription glasses or contact lenses can correct o1 


before correction had only mild visual impairment improve most Cases of visual Impairment caused by refractive 


1 1 1 j 1 ] 
cuon. | hus, optical correction errors, persons with diabetes also can have ocular complica 


tions such as diabetic retinopathy, which is the leading caus« 


legal blindness in the United States. 


n 1 4 
Persons with diabetes 


recommended to have vearly dilated eve examinations o1 


' 
lus photography to ensure early detection and timely treat 
| ie 1 
ular Complications of diabetes. 
| ] 1 . ' . 
CVI has been documented in several population-based stud 


1 


been determined to be related to reduced 
ind increased mortality (7—9). One study re 
“ Ot participants had improved 
tive correction (6). Another study found that 
ve error accounted for nearly 73 
tal acuity among Mexican Americans aged 
Reported by: rs (5 id similar findings were reported among resi 
nited Kingdom (7) and Australia (/0). 
of NHANES data from 1999-2002, the 
j 


te reported the first nationally represen 

Editorial Note: | report describes the first nationally rey tatir timates of the prevalence of CVI in the general popu 
emphasized the importance of correcting 

s caused by refractive error as a means of 

.g., by reducing the risk for unintentional 


| ly ft 


larly falls) and quality of life for those attected 
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Nutritional and Health 
Status of Children During 
a Food Crisis — Niger, 
September 17-October 14, 2005 
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Fund (UNICEF) collaborated with CDC to conduct an emer- 
gency survey that assessed the magnitude of malnutrition and 
recent illness among young children in Niger. This report sum- 
marizes the results of that survey, which determined that, 
among children aged 6-59 months, 15.3% had GAM; dui 


ing the preceding 2 weeks, 72.0% had fever, and 49.1% had 


diarrhea. Among children aged 9-59 months, 33.7% had not 
been vaccinated for measles. Health officials in Niger took 
immediate action to improve availability of food, increase ac- 
cessibility to medical treatment (for fever, diarrhea, and respi 
ratory illness), and administer measles vaccinations along with 
vitamin A supplements to children who had not been vacci 
nated. 

he survey used a two-stage sampling methodology in each 
of Niger's eight administrative regions (i.e., consisting of seven 
departments |Agadez, Diffa, Dosso, Maradi, Tahoua, Tillaberi, 
and Zinder] and the capital district of Niamey). A statistically 
valid sample size was calculated using data from nutrition sut 
veys conducted previously in Niger (3). Data from the Niget 
2001 census were used as the population sampling frame; these 
data excluded the country’s nomadic population (estimated 
at 5% of the overall population) (4). In the first stage of sam- 
pling, 26 clusters (i.e., villages) were selected for each of the 
eight regions using probability proportional to population size, 
yielding a total of 208 clusters nationally. In the second stage, 
a systematic random sampling method was used to select 20 
households per cluster; however, the number of chi 
the sample for each region varied depending upon the response 
rate from the 4,160 households and the number of children 


in each household. A household was defined as a group of 


; 
persons who usually lived together in the same housing unit 


, | | = 
ate food prepared In the Same COOKING pot and agreed tat 


the Same person was head o! the household >). 


\ standardized nutrition questionnaire (3) used for the sur 
j } | 

was adapted to reflect cultural cor 

Dack-transiated into 


nformed consent 
h 


’ hy 
atl OUNCE 


tronic digital scale to the nearest 100 g.G \M was defined as 
aw eight-for-height z-score <-2.0 standard deviations from the 
median of the CDC/World Health Organization reference 
population (5), or edema. Severe acute malnutrition (SAM) 
was defined as a weight-for-height z-score <-3.0 standard 
deviations from the median of the reference population, or 
edema. Total chronic malnutrition (i.e., stunted growth) was 
defined as a height-for-age z-score <-2.0 standard deviations 
from the median of the reference population, and severe 
chronic malnutrition was defined as a height-for-age z-score 

3.0 standard deviations from the median of the reference 
population (6). The nutrition analyses excluded children whose 
age, weight, oO! height were not recorded or whose Z-scores 
were identified as extreme values. Statistical software was used 
to take into account the complex sample design and unequal 
probabilities of selection. 

Information was collected from 4,003 of 4,160 households, 
for an overall response rate of 95.6%. Overall, health infor- 
mation was gathered on 5,309 children aged <59 months. 
714 
children aged 6—59 months. Forty-three percent of these chil 


\nthropometry measurements were valid for 4,501 of 4, 


dren were aged 6-35 months, and 57% were aged 36-59 
months; 51% were male. Among these children, the 
prevalences of GAM as defined by their weight-for-height z 
scores exceeded those of the reference population by approxi 
mately sevenfold (Figure). 

Che prevalence of GAM ranged from 9.0% in Niamey to 
17.9% in Tahoua. The regions with the highest levels of SAM 
were Maradi and Tillaberi (2.3% and 2.0%, respectively 

lable . The prevalence of GAM among children aged 
.4%) was approximately four times greater 

’; 95% confidence interval [Cl 3.04.6) 

than among children aged 36-59 months (6.1%). In addi 
tion, 70% of the children aged 6-35 months who had GAM 
also had chronic malnutrition. Overall in Niger, 50.0% of 
children aged 6-59 months had chronic malnutrition. The 


prevalence of chronic malnutrition was greater among, chil 
dren aged 6—35 months (54.9%) than among children aged 
59 months (43.5% lable 1). 


lhe national estimate for children aged 6—59 months with 


1 history of fever during the 2 weeks preceding the survey was 


he cumulative incidence of diarrhea dur 


yr 
I 


preceding 2 weeks ranged from 22.9% in Niamey to 
in Maradi. The national cumulative incidence of cough 

h difficulty breathing (i.e., symptoms suggestive of a respi 
ratory infection during the preceding weeks was 39.0%. 
Overall, measles vaccination coverage among children aged 
9-59 months was 66.3%, ranging from 58.1% in Zinder to 


87.4% in Niamey (Table 2). Vitamin A supplement distribu 
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FIGURE. Weight-for-height z-scores among children aged 6-59 dren with acute malnutrition are more susceptible to disease 
months compared with a standard international reference 
population* — Niger, 2005 


and have greater risk for dying when they become ill 


chronic malnutrition can affect cognitive and social develop 
ment. In four regions (Diffa, Maradi, Tahoua, and Zindet 
the situation was critical (prevalence of GAM >15%), requit 
ing immediate humanitarian action to prevent an increase in 
child morbidity and mortality. The four regions where the 
situation was defined as critical represent 60% of the total 
population in Niger. In addition, chronic malnutrition was 
pervasive in all regions, affecting 50% of children aged 6-59 


" 1 \ 1 
months overall. The high prevalence of chronic malnutrition 


uggests a longstanding problem of poor nutrition and health 


among children. 
lhe findings from this 
recent childhood illnesses 
ere high among childre: 
vels of GAM. All reg 


low the 90°%-—100 


Report d by: 


Editorial Note: 


regions | 
; | oh | 
allaDlity and access 
+} linn t | coh ' 
ICCeCSSIDLILITY OF OFal TeCNYVAI 
vaccinate 


measles tO Maintain Covel 


the breadth of tribute vitamin A supplements 


, 1 = Lil — 
et their response. Chil the direct and indirect causes of malnutrition are needed 
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TABLE 1. Prevalence of children aged 6-59 months with acute or chronic mainutrition, by administrative region and age group — 
Niger, September 17—October 14, 2005 





: Acute malnutrition Chronic malnutrition 
Region/ 





Age group 
(mos) 





(95% Cl)** 


Sample GAM* SAM? 





(95% Cl) 


Total 





(95% Cl) 


Severe" 





(95% Cl) 





Agadez 
6-59 
6-35 
36-59 


4,501 
2,528 
1,973 


No No N 


ome >) 


15.3 
22.4 
6.1 


(9.2—15.0) 
(12.1-19.6) 
(4.4-—12.3) 


(10.4—17.8) 
(16.2-27.3) 
(3.2-8.4) 


(14.3-22.1) 
(21.3-—33.3) 


(3.9-11.2) 


(11.0- 
(17.2- 27 8) 
2.0-6.8) 


(12.9-19.9) 
(18.2-28.0) 


(13.9-16.8) 
(20.2-24.7) 
(4.9-7.5) 


(0.5-2.9) 
(0.6—4.1) 
(0.1-5.5) 


(0.3-2.9) 
(0.4-—3.5) 
(0.1-3.9) 


(1.1-3.8) 
(1.9-6.7) 


1412 
249 


159 


1.8 (1.4-2.3) 4,494 
3.0 (2.3-3.8) 2,530 
0.2 (0.1-0.6) 1,964 


(31.2-39.5) 
(32.3-44.1) 
(25.9-38.9) 


(35.1—47.5) 
(36.4-50.3) 
(29.6-—47.8) 


(42.5-54.2) 
(47.1-59.5) 
(35.7-49.8) 


(54.8-65.2) 
(59.4-69.0) 
(47.0-62.3) 


(41.7-—51.5) 
(45.1-—59.6) 
(33.6—44.9) 


50.0 (47.9-52.1) 
54.9  (52.4-57.4) 
43.5  (40.7-46.3) 


(11.4-—20.2) 
(12.8-26.0) 


(16.9-26.4) 
(17.0-—29.0) 
(15.6-25. 1) 


8- 
1- 
3- 


(18.6-26.5 
(18.9-31 
(15.8-24.0 


(13.1-21.2 
(11.1-21.7 
(14.3-22.7 


(25.2-36.8) 
(31.3-46.3) 
(13.6-25.3) 


(2.8-7.6) 
(2.7-9.9) 
(1.6-8.2) 


(22.0-25.8) 
(23.7-28.8) 
(18.8-23.0) 





* Global acute malnutrition, defined as weight-for-height z-score <-2.0 standard deviations from the reference, or edema 
' Severe acute malnutrition, defined as weight-for-height z-score <-3.0 standard deviations from the reference, or edema 
3 Defined as height-for-age z-score <-2.0 standard deviations from the reference 

‘ Defined as height-for-age z-score <-3.0 standard deviations from the reference 

* Confidence interval 


TABLE 2. Recent history* of diarrhea, cough with difficulty breathing, or fever among children aged 6-59 months and evidence of 
measles vaccinationt among children aged 9-59 months, by administrative region — Niger, September 17—October 14, 2005 


Diarrhea 





Cough with difficulty breathing Fever 


Sample Sample 
Region ’ % (95% Cl)§ no. 
Agadez : 32.9 (25.8-40.7) 
Diffa 2g 41.2 (34.4—48.5) 
Dosso 6 43.9 (38.0—50.0) 
Maradi 707 59 (53.1—66.1) 
Tahoua 9 50.8 (44.5-57.0) 
Tillaber 663 40.9 (36.0-46.1) 
Zinder 5 5 (49.1-62.4) 
Niamey 2 (19.1-—27.2) 


Measles vaccination 











Sample 
(95% Cl) no. 
(20.8-—32.3) 550 
(32.5—49.6) 432 
(41.6—53.4) 663 
(30.3-42.2) 713 
(36.5-49.0) 596 
(37.1-48.6) 669 
(29.5—40.1) 568 
(21.4—31.6) 423 
(36.6—41.5) 4,614 


Sample 


° 


(95% Cl) 

(34.3-47.4) 
(49.4-65.3) 
(63.9-75.5) 
(70.7-81.4) 
(70.8-83.2) 
(68.0—78.1) 
(70.0-—80.6) 
(35.9-46.3) 
(69.6-74.2) 


(95% Cl) 
(76.4—90.6) 
(68.6-—87.4) 
(66.4—80.4) 
(50.3-66.8) 
(49.3-67.7) 
(69.3-—83.3) 
(50.2-65.7) 
(82.1—91.2) 
(62.9-69.6) 





LOI 
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So 
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J 


SW th Sl 
on 


“NW WM ® 
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Total , 49.1 (46.6-—51.7) 
; During the 2 weeks preceding the survey 

With or without a vaccination card 
"Confidence interval 


w 
oO 
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target interventions that will improve the health and nutri- 
tional status of children in Niger. 
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Notice to Readers 


Revised Definition of Extensively 
Drug-Resistant Tuberculosis 


t, 2006, MMWR reported 


se strains ol 
ency of strengthening national 

\ j 
icquired immunodeficiency syndrome control 


irticularly in settings with high HI\ 


prevalence. CDC is collaborating with national and interna- 
tional health agencies to provide leadership, technical sup- 
port, and capacity building to ensure proper action is taken to 
limit the development and spread of XDR TB. An initial con- 
sultation was convened by the South Africa Medical Research 
Council in Johannesburg, South Africa, during September 6-7, 
2006. A seven-point emergency action plan to combat XDR 
IB was issued by agencies represented at this meeting (addi- 
tional information is available at http://www.mrc.ac.za/press 
releases/2006/8pres2006.htm). Subsequently, WHO 
organized the first meeting of the Global XDR TB Task Force 
held in Geneva, Switzerland, during October 8—9, 2006. This 
meeting was called by WHO to develop a rapid response to 
the emerging problem of XDR TB. As a result of the meeting, 
participants agreed upon a revised case definition of XDR 
IB. According to laboratory professionals in attendance, drug 
susceptibility testing to fluoroquinolones and second-line 
injectable drugs (i.e., amikacin [aminoglycoside], kanamycin 
aminoglycoside], or capreomycin [polypeptide]) yields repro- 


ducible and reliable results, whereas drug-susceptibility test 


j 


1 ! 
ing to other second-line d1 


1 
investigators have observed 


fluoroquinolones and seco1 


ugs Is less reliable. Additionally, 


at resistance to these drugs 


id-line injectable drugs) has beer 


associated with poor treatment outcomes. Accordingly, the 
] > ‘ T ) | ) 1 

new agreed-upon definition of XDR TB is the occurrence of 

. 


> ‘ , 
IB in persons whose Vi. (ude 


isoniazid and rifampin pill esistant tO any 


isolates are resistant to 
fluoroquinolone 
ind at least one of three injectable second-line drugs (i.« 
umikacin, kanamycin, o1 
Health-care providers and local health departments in 
; 


] ] ] ] 
United States shoul second-line drug 


ptibility results obtained at diagnosis and during treat 

of persons with TB disease and report these results to 
| 1 1 » 

local and state healtl ['B programs. Com 

— ne health d = 

capture of these resul health departments 
to accurately identify XDR TB cases and monitor 

Additional information XDR TB is available at 


www.who.int/tb/en 


References 


| 


4106/ 5000695 








Vol. 55 / No. 43 


MMWR 1177 





Notice to Readers 





Improved Supply of Meningococcal 
Conjugate Vaccine, Recommendation 
to Resume Vaccination of Children 
Aged 11-12 Years 


In January 2005, a tetravalent meningococcal polysaccharide- 
protein conjugate vaccine (MCV4) (Menactra™, Sanofi 
Pasteur, Inc., Swiftwater, Pennsylvania) was licensed for use 
among persons aged 11—55 years. The Advisory Committee 
on Immunization Practices (ACIP) recommends routine vac- 
cination with MCV4 for children aged 11-12 years at their 
regular health-care visit and, if not previously vaccinated with 
MCV4, of adolescents at high-school entry (at approximately 
age 15 years), of college freshmen living in dormitories, and 
of other persons at increased risk for meningococcal disease 
(i.e., military recruits, travelers to areas in which meningo 
coccal disease is hyperendemic or epidemic, microbiologists 
who are routinely exposed to isolates of Neisseria meningitidis, 
persons with anatomic or functional asplenia, and persons with 
terminal complement deficiency) (/). 

In May 2006, CDC, in consultation with ACIP, the Ameri- 
can Academy of Pediatrics, American Academy of Family Phy- 
sicians, American College Health Association, and Society fot 
Adolescent Medicine, recommended deferral of MCV4 vacci- 
nation of children aged 1 1—12 years in response to vaccine sup- 
ply limitations (2). Currently, Sanofi Pasteur reports that 
limitations in the MCV4 supply have resolved. Therefore, CD( 
recommends resuming routine vaccination for all recommended 
groups according to ACIP recommendations, including chil 
dren aged 11-12 years and, if not previously vaccinated with 
MCV4, of adolescents at high-school entry (at approximately 


age 15 years), of college freshmen living in dormitories, and of 


other persons at increased risk for meningococcal disease. Where 


possible, providers who deferred vaccination of children aged 


11-12 years should recall those patients for vaccination. Pro- 

viders who have questions about ordering vaccine may contact 

Sanofi Pasteur at 1-800-VACCINE or at http://www.vaccine 

shoppe.com. 

References 
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Errata: Vol. 55, No. 40 


In the report, “Update: Guillain-Barré Syndrome Among 
Recipients of Menactra~ Meningococcal Conjugate Vaccine 
United States, June 2005—September 2006,” errors occurred. 

On page 1121, in the Table, the date of vaccination for patient 
2 should read, “March 22,” and for patient 3, “March 24.” 

On page 1123, the third footnote beneath the Figure should 
read, “S Cluster at 9-15 days statistically significant (p = 0.012; 


temporal scan statistics [6]).” 


Erratum: Vol. 55, No. 28 


In the MMWR report, “Pseudomonas aeruginosa \nfections 
\ssociated with Transrectal Ultrasound-Guided Prostate 
Biopsies Georgia, 2005,” an error occurred. On page 777 
in the second column, the last sentence of the first full para- 
graph should read, “Because tap water is not sterile, it should 
never be used to rinse critical medical equipment aftet 


reprocessing. 
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QuickStats 


FROM THE NATIONAL CENTER FOR HEALTH STATISTICS 





Percentage of Females Aged 15—44 Years Ever Treated 
for Pelvic Inflammatory Disease (PID), by Selected Characteristics — 
National Survey of Family Growth, United States, 2002 


eporting that they had ever been treated for PID varied by 
ex partners in the preceding 12 months. Higher prevalence 
their first vaginal intercourse at younger ages, particularly 


f male sex partners in the preceding 12 months 


SOURCE: indra A, Martinez GM, Mosher WD, Abma JC, Jones J. Fertility, family planning, and repro 


of Family Growth. Vital Health Stat 2005 
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TABLE |. Provisional cases of infrequently reported notifiable diseases (<1,000 cases reported during the preceding year) — United States, 
week ending October 28, 2006 (43rd Week)* 





5-year 
Current Cum weekly 
week 2006 average’ 2005 2004 


4 


Total cases reported for previous years 
2003 2002 2001 States reporting cases during current week (No.) 





Disease 





Antt rax 


Botulism 


nfant 


Brucellosis 


Chancroid 


Diphther 


Jomestic 





wing the 


f 


AVal 
f HIV/AIDS Preventic 
orted. Pediatric HIV data w 
r HIV/AIDS 


and TB Pre n (proposed). Implementation 
f the national HIV/AIDS 


2TH 
o1U 


ider of this year due ,arading 


proposed 
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TABLE II. Provisional cases of selected notifiable diseases, United States, weeks ending October 28, 2006, and October 29, 2005 
(43rd Week)* 





Chiamydia’' Coccidicidomycosis Cryptosporidiosis 
Previous Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Cum Current 52 weeks Cum Cum 
2005 week Med Max 2006 2005 week Med Max 2006 2005 





Reporting area week Med Max 2006 
United States 11,145 19.115 35,170 788,698 793,223 110 148 1,643 6,659 3,614 83 7 594 4,153 
New England 508 638 27,501 26,326 ) _ - 1 254 
nnecticut 7 v 7,629 N 0 N N 0 31 
1,847 N N N 34 
Massachusetts 296 5 69 88 
Z 3 ; 6( 5 — 1 41 

) 14 

46 


475 








Maine 58 


= 
= 


E.S. Central 


W.S. Central 


Mountain 


ands ) 16 rf 196 





mmonwealth of Northern Mariana Isiands 
able No reported cases N: Not notifiable Cum: Cumulative year-to-date counts Med: Median Vax: Maximum 
» data for reporting year 2006 is provisional 
amydia refers to genital infections caused by Chlamydia trachomatis 
tains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending October 28, 2006, and October 29, 2005 


(43rd Week)* 





Giardiasis 


Gonorrhea 


Haemophilus influenzae, invasive 
All ages, all serotypes 





Previous 
Current 52 weeks Cum Cum 


Reporting area week Med 2006 2005 


Current 


week 


Previous 


52 weeks Cum Cum 


Med Max 2006 2005 


Previous 
Current 52 weeks Cum Cum 
week Med 2006 2005 





United States 237 317 29 E 16.023 


Ucs 
New England 6 24 75 5 1 
Connecticut ( - 
Maine 
Massachusetts 
New Hampshire 
Rhode Island 
Vermont 


Mid. Atlantic 

New Jersey 

New York (Upstate 
New York City 


Pannevivan 
rennsyivania 


E.N. Central 
Illinois 
indiana 
Michigan 
Ohio 


Wisconsir 


W.N. Central 
lowa 

Kansas 
Minnesota 
Missour 
Nebraska 
North Dakota 


south Dakota 


S. Atlantic 
Delaware 


Uistrict ¢ 


E.S. Central 
Alabama 
Kentucky 
Mississipp 


Tennessee 


W.S. Central 
Arkansas 
Louisiana 
Oklahoma 


exas 


Mountain 


Pacific 
Alaska 


3,552 


14,136 z 094 272,760 


288 6° 703 
990 

116 

2.044 

141 

364 

48 


40 2 1,685 1,867 
141 


42 





Ith of Northern Mariana Islands 
AI A 


v: Not notifiable 


wea 


> data for reporting year 6 is provisiona 


ntains data reported through the National Electronic Disease Surveillance System (NEDSS) 


Max: Maximum 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending October 28, 2006, and October 29, 2005 


(43rd Week)* 





Hepatitis (viral, acute), by type 
A B 
Previous Previous 


_52 weeks —S2.weeks _ 
Med Max 








Current 
week 


Cum 
2005 


Cum 
2006 


Current 
week 


Current 


Reporting area week 


Legionellosis 
Previous 
52 weeks 
Med Max 





United States 43 65 245 2.67€ 3,52 48 8¢ 5¢ 3.33 3 46 


New England 


Mid. Atlantic 


E.N. Central 


W.N. Central 


S. Atlantic 


E.S. Central 


r 


MA 


W.S. Central 


Mountain 


Pacific 





NEDSS 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending October 28, 2006, and October 29, 2005 
(43rd Week)* 





Lyme disease Malaria 
Previous Previous 
Current 52 weeks Cum Current 52 weeks Cum 
Reporting area week Med Max week Med Max 2006 


United States 256 23 i" 14,33 18,96: 12 y 125 











New England 


A 


Mid. Atlantic 


E.N. Central 


W.N. Central 


KK 


S. Atlantic 


E.S. Central 


W.S. Central 


Mountain 


Pacific 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending October 28, 2006, and October 29, 2005 
(43rd Week)* 





Meningococcal disease, invasive 
All serogroups Serogroup unknown Pertussis 
Previous Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Cum Current 52 weeks Cum Cum 

Reporting area week Med Max 2006 2005 week Med Max 2006 2005 week Med Max 2006 2005 
622 88 2,877 10,588 18,985 
998 1,160 
37 57 
70 44 
594 880 


150 











United States 4 0 gs BRE 1013 2 3 : 581 


New England 


Central 


W.N. Central 


E.S. Central 


W.S. Central 


Mountain 


Pacific 





Mariana Islands 
ses N: Not notifiable Cum: Cumulativ 2ar-to-date counts Med: Median 
5 provisional 


nal Electronic Disease S ance System (NEDSS 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending October 28, 2006, and October 29, 2005 
(43rd Week)* 


Rabies, animal 





Rocky Mountain spotted fever 
Previous Previous 

Current 52 weeks Cum Cum Current 52 weeks Cum Cum Current 52 weeks Cum 

Reporting area week 2006 2005 week Med Max 2006 2005 week Med Max 2006 

United States é 5,087 5,086 41 39 246 1,784 1,4 


47 504 809 2,2 33,843 
New England ; 2 y 570 4 


Salmonellosis 
Previous 








Connecticut 


4 
4 

4 
M 


1 1,625 
424 


99 


ane 
Massachusetts 
New Hamps 
Rhode Isic 


Vermont 


Mid. Atlantic 


E.N. Central 


iar 


W.N. Central 


S. Atlantic 


W.S. Central 


Arkar 
klat 
exa 


Mountain 


Pacific 





monweailtt 
Nor 
vO reported Ca 
Jata for reporting ear 200€ S 
jata for rep yy 2006 is 


jata reported through the Nation 


| 
pr na 


visi 
ynal Electronic Disease Surveillance Systen 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending October 28, 2006, and October 29, 2005 
(43rd Week)* 





Shiga toxin-producing E. coli (STEC)' Shigellosis Streptococcal disease, invasive, group A 
Previous Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Cum Current 52 weeks 
Reporting area week Med Max 2006 2005 week Med Max 2006 2005 week Max 
United States 57 5 297 2,520 2,763 217 248 1,013 10,232 53 283 








o 
a1 
Mh 


New England 


+ wi ¢ 
>-—-NO 
= on 

Oo 


) 
Dw 


o>) 
NM 
J@w 
Nw OONwWH 


~~ 
mM 
» 


Mid. Atlantic 


oOfn 


Own 


mr 


Var 


E.N. Central 


— Ww 
WOM @W 
mM— rh = 


_— = | 
oO @ ies 
ia a 
sat. oo 
+o 


>on 


ul 
> xj 


5 


,) 
7] 
} 
4 
5 


E.S. Central 


AA 


W.S. Central 


Mountain 











Vol. 55 / No. 43 MMWR 1187 





TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending October 28, 2006, and October 29, 2005 
(43rd Week)* 





Streptococcus pneumoniae, invasive disease 
Drug resistant, ali ages Syphilis, primary and secondary 
Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Cum 
Reporting area week Med Max 2006 2005 week Med Max 2006 2005 
United States 


Varicella (chickenpox) 








Previous 
Current 52 weeks Cum Cum 
week Med Max 2006 2005 





New England 


Mid. Atlantic 


E.N. Central 


W.N. Central 


S. Atlantic 


E.S. Central 


Mountain 


Pacific 














1188 MMWR November 3, 2006 





TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending October 28, 2006, and October 29, 2005 
(43rd Week)* 





West Nile virus disease’ 





Neuroinvasive Non-neuroinvasive 
Previous Previous 
Current 52 weeks Cum Current 52 weeks Cum Cum 
Reporting area week Med Max 2006 week Med Max 2006 2005 


United States 1 168 1,29 1,294 1 375 2 249 1.67 











New England 


Mid. Atlantic 





E.N. Central 


W.N. Central 


S. Atlantic 


E.S. Central 


W.S. Central 


Mountain 


Pacific 





Med: Median 


Vector-Borne, and Enteric Diseases (proposed) (ArboNET Surveillance) 
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TABLE Ill. Deaths in 122 U.S. cities,” week ending October 28, 2006 (43rd Week) 


All causes, by age (years) | 





] 
| 
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Reporting Area 


All 
Ages 





New England 
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FIGURE I. Selected notifiable disease reports, United States, comparison of 
provisional 4-week totals October 28, 2006, with historical data 





Ratio (Log scale) 





Notifiable Disease Data Team and 122 Cities Mortality Data 
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